Case 1
A 25-year-old man was diagnosed with paroxysmal nocturnal hemoglobinuria. He underwent AHCT on May 14, 2015. Thirty days later he presented with abdominal distension, nausea, and diarrhea. Panendoscopy and colonoscopy with biopsy were performed and the CE capsule was simultaneously placed. It revealed flattened villi in the small bowel, as well as edema of the mucosa and vascular pattern loss. Denudation of the mucosa was present in some segments, along with fibrin-covered ulcers, fresh blood, and clots. The CE capsule was moved into the duodenum through endoscopy after remaining in the stomach for 6 h. GVHD diagnosis was corroborated through histopathology one week later. The patient did not respond to initial management and so was given second-line treatment. He responded adequately and was released from the hospital.
Case 2
A 37-year-old man was diagnosed with chronic myeloid leukemia. He underwent AHCT on June 30, 2015. Twentynine days after the transplantation he was admitted to the hospital with diarrhea, nausea, and vomiting. Panendoscopy and colonoscopy with biopsy were performed, together with CE capsule placement. The capsule identified flattened villi in the entire small bowel, along with denudation of the mucosa, ulcers that caused areas of stricture, and active bleeding. The histopathology study confirmed the GVHD diagnosis 10 days later. The patient is currently receiving second-line treatment for steroid-refractory disease.
Case 3
A 45-year-old man was diagnosed with acute myelomonocytic leukemia and underwent AHCT on June 4, 2015. On the 54th day after the transplantation, he presented with intermittent colicky abdominal pain, diarrhea, nausea and vomiting, and he could not tolerate an oral diet. Tw o days later he presented with hematochezia on 17 occasions. Panendoscopy and colonoscopy with biopsy were performed. The CE capsule was placed and showed shortening of the villi in the jejunum and ileum, as well as erosions and active bleeding in different areas. The capsule was moved into the duodenum through endoscopy after remaining in the stomach for 4 h. The gastrointestinal GVHD diagnosis was confirmed through histology 5 days later. The patient is currently responding to second-line treatment with infliximab.
Acute GVHD is a life-threatening complication of AHCT. Intestinal involvement occurs in up to 46% of the cases. The usefulness of CE in diagnosing this disease is becoming increasingly relevant. Neumann et al. demonstrated that CE has the same sensitivity and specificity as panendoscopy with biopsy in acute intestinal GVHD. 7 They also found that it has a 100% negative predictive value, as previously reported by Yakoub-Agha, et al. 8 The greatest associated impediment is gastric retention of the capsule, which can occur in 10.5-18% of the cases, due to a probable gastric hypomotility observed in these patients. 4, 8 This can be resolved through the use of real time recorders and by endoscopically advancing the capsules that have remained in the stomach for long periods. The principal differential diagnosis is viral infection, which must be previously ruled out. In our cases, GVHD diagnosis by CE was made prior to the histopathology report, thus treatment was begun early ( fig. 1A and B ).
In conclusion, even though panendoscopy and colonoscopy with biopsy is the criterion standard, CE is a noninvasive method that can aid in the diagnosis of gastrointestinal GVHD. With this method, it is not necessary to wait for the histopathologic result and the risks involved in invasive endoscopic explorations are avoided. A larger number of cases are required to confirm that CE is a complementary diagnostic method in gastrointestinal GVHD. 
